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Aicohol-Related Traffic Fatalities 
during Christmas and New Year Holidays — United States, 1978-1984 


Analyses of data from the Fatal Accident Reporting System (FARS) for 1978-1984 reveal 
that alcohol-related traffic deaths tend to be higher during the Christmas and New Year holi- 
day periods* than during the year as a whole. Three sets of comparisons were made for the 7 
years of data: the absolute number of alcohol-related traffic deaths, the percentage of 
alcohol-related deaths, and the number of alcohol-related deaths per 24 hours occurring 
during the two holiday periods and the 12-month periods. A death was considered alcohol- 
related if at least one driver had a positive blood-alcohol concentration test resultt (7) or if 
the investigating officer judged that alcohol was invoived. 

During the years 1978-1984, the total number of alcohol-related traffic deaths ranged 
from 17,861 to 21,114 per year. Over these 7 years, both the number of traffic deaths per 
24 hours and the proportion of alcohol-related traffic deaths were generally higher for the 
two holiday periods than for the year as a whole. Both the total number of traffic deaths and 
the number of alcohol-related traffic deaths per 24 hours for the holidays and the 12-month 
periods declined from 1980 to 1983. In 1984, the number of alcohol-related traffic deaths in- 
creased for both the two holiday periods and the 12-month period; in addition, the proportion 


*The holiday periods were defined according to the National Safety Council. For 1979, 1982, and 1984, 
the holiday periods were 102 hours long; for the remaining years, the holiday periods were 78 hours long. 
t Blood alcohol information is available for fewer than half the drivers reported in the FARS 


TABLE 1. Total and alcohol-related traffic deaths per 24 hours, for each 12-month period 
and the Christmas and New Year holidays — United States, 1978-1984 





12-months Christmas New Year 
Alcohol- Alicohol- Alcohol- 
related related (%) related (%) 


50 81 (45) 67 (46) 
56 97 (46) 77 (52) 
58 68 (46) 71 (49) 
57 62 (46) 67 (48) 
51 63 (46) 60 (53) 
49 45 (42) 55 (52) 
51 77 (53) 48 (42) 
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of alcohol-related traffic deaths increased during the Christmas holiday period but not the 
New Year 

Reported by MB Grigson, T Zobeck, PhD, G Williams, DEd, Alcohol Epidemiologic Data System, CSR, in- 
corporated, D Bertolucci, MA, Div of Biometry and Epidemiology, National Institute on Alcohol Abuse and 


Alcoholism, Washington, D.C.; Epidemiologic Studies Br, Div of Surveillance and Epidemiologic Studies, 
Epidemiology Program Office, CDC. 


Editorial Note: Tlie proportion of all traffic deaths that are alcohol-related is generally 
higher during the holidays than at other times (2). Data collected by lowa, for example, show 
that the alcohol involvement rate for 1978 through 1983 was 50%-60% for the New Year 
holiday period and over 60% for the Christmas holiday. In contrast, during 1983, 49% of ail 
lowa traffic fatalitie: vere alcohol-related (3). 

The National Inststute on Alcohol Abuse and Alcoholism and the National Highway Traffic 
Safety Administration are collaborating in a public and private, state and federal prevention 
effort centered around this year’s “National Drunk and Drugged Driving Awareness Week,” 
December 15-21, 1985. They have prepared jsublic service announcements for television 
and radio that will be available for state and local use during the holidays. A similar effort in 
Maryland has previously been successful in preventing alcohol-related traffic fatalities (4). 
References 
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Adolescent Sex Offenders — Vermont, 1984 


To determine the extent and characteristics of sex offenses committed by adolescents in 
Vermont, the Vermont Department of Health conducted a survey of caseworkers at the 
Departments of Social and Rehabilitation Services (the statewide child-protection agency) 
and Corrections (7). The survey collected information on 161 persons, including all those 
aged 19 or younger who were known by caseworkers in 1984 and were identified as having 
committed sex offenses. Neither conviction for a sex offense nor adjudication as a delinquent 
was required for case inclusion. Data were not available to ascertain how representative this 
subset of sex offenders was of all actual adolescent sex offenders. 

Over 92% of the offenders were males, with a median age of 15 years. Median age of 
female offenders was 13 years. Victims ranged in age from 2 years to 60 years (median 7 
years). Offenders victimized persons younger than themselves in 91% of cases. More than 
two-thirds of the victims were aged 9 years or younger, and nearly half were aged 6 years or 
younger. Twenty-eight percent of the victims were males. Male offenders victimized females 
in over 77% of their offenses; female offenders victimized males in 92% of their offenses. 

Categorization by type of sex offense was based on invasiveness of the offense. For each 
offender, the most serious offense known to have been committed was classified. Categories 
included penetration, oral-genital acts, fondling, and noncontact offenses. The most serious 
offense classification, penetration, was also the most common (60% of cases). Of these, 53% 
were penile penetration. As age of offender increased, penetration offenses accounted for a 
larger proportion of the most serious reported offenses (Figure 1). Of the penetration offenses 
reported in this study, the largest proportion were committed against the youngest victims. 

Ninety-one percent of all known offenses occurred between individuals who were family 
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members, friends, or acquaintances. Twenty percent occurred between immediate family 
members; 20%, between extended family members; 51%, between friends or acquaintances; 
and 9%, between strangers. The most frequent family relationships were brother (offender)/ 
sister (victim), step-brother (offender)/step-sister (victim), and cousins. More penetration of- 
fenses occurred against friends/acquaintances than against strangers or family members. 
However, penetration offenses represented a higher proportion of known offenses against im- 
mediate family members than against those in any other relationship category (Figure 2). 

The method of coercion was known in 81% of the cases. Nearly 8% of those involved 
weapon use, and another 5% involved a weapon threat. Physical force was used in 26%, and 
threatened in 4%. Verbal threats were made in the remaining 57%. Three-quarters of the of- 
fenses occurred in a home, most often that of the victim. 

Twenty-nine percent of the offenders were either adjudicated delinquent or convicted for 
a sexual offense. More than 25% of the offenders received no type of treatment; less than 
12% received specialized treatment for sex offenses. 


Reported by J Wasserman, S Kappel, R Coffin, MD, R Aronson, MD, Vermont Dept of Health, WM Young, 
Vermont Dept of Social and Rehabilitation Svcs, AJ Walton, Jr, MPA, Vermont Dept of Corrections; Vio- 
lence Epidemiology Br, Center for Health Promotion and Education, CDC. 


Editorial Note: This study of adolescent sex offenders emphasizes the increasing awareness 
in the public health community that violence is a serious public health problem and that nonfa- 
tal interpersonal violence has far-reaching consequences in terms of morbidity and quality of 
life. Sexual violence is one type of interpersonal violence that markedly diminishes the quality 
of life and warrants further attention. While not all sexual offenses involve the threat or use of 
physical force, they frequently include exploitation by virtue of such things as the relationship 
between victim and offender or the age difference between them. 


Although sexual abuse has traditionally been a focus of criminal justice and is a relatively 
new public health area, the Vermont Department of Health initiated this study with the coop- 
eration of the Vermont Departments of Corrections and Social and Rehabilitation Services. 


FIGURE 1. Number of sex offenders, by age and offense category — Vermont, 1984 
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The findings suggest that productive research and prevention efforts might be developed 
around another relatively new focus for public health—the concentration on perpetrators of 
abusive behaviors, rather than the traditional concentration on victims. In the past, public 
health personnel have placed greater emphasis on morbidity and mortality of victims than on 
information about perpetrators of interpersonal injury. However, research using data sources 
with perpetrator information may be extremely valuable in developing prevention and inter- 
vention strategies. Access to such information can often be facilitated by cooperation with 
criminal justice and social service agencies. 

It should be emphasized that the reported findings in Vermont describe only known adoles- 
cent sex offenders, and more specifically, only those known to caseworkers. The same bias 
affects data from other sources. These studies generally focus on victims rather than offend- 
ers, and they are considered to constitute only a small portion of child sex abuse (estimated 
between 5% and 25%) (2). For example, state child-protection agencies have provided the 
American Humane Association with national data on sexual abuse to children. Police statistics 
also underestimate the actual volume of sex offenses, because many such victimizations are 
never reported to police. Nevertheless, descriptions of the known Vermont adolescent sex 
offenders are consistent with findings from studies of child sex-abuse victims, which found 
disproportionate perpetration by men (2,3). Studies of child sex-abuse victims have also 
shown that about one-fourth of victimizations occur to children younger than 8 years of age 
(2). Reports of abusive behaviors by sex offenders of all ages differ somewhat from the Ver- 
mont findings for adolescent sex offenders. Fondling or groping constitutes the largest report- 
ed abuse category (2), whereas penetration was most frequently reported in Vermont. Con- 
sistent with the Vermont study, American Humane Association research indicates that the 
children and/or their families know the offenders in 75% of child sex-abuse cases (3). Each of 
these studies may reflect biases such that more information is learned about certain offenders 
and their offenses than about others. For example, troubled families may be more likely to be 
ii contact with caseworkers; thus sex abuse in such families may be more likely to be known 
to a caseworker. 


FIGURE 2. Number of sex offenders, by relationship to victim — Vermont, 1984 
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The Vermont report suggests that a multidisciplinary, interagency, coordinated effort is 
needed to develop a comprehensive statewide strategy for preventing sexual assault. The 
report notes that, at present, few adolescent sex offenders are charged or convicted, and few 
receive specialized treatment for sex offenses. 

The report also suggests that early intervention with offenders may be effective in prevent- 
ing child sex abuse. Although a variety of intervention strategies and treatment approaches 
for offenders have been developed, there has been virtually no evaluation of them (2). Ado- 
lescent sex offenders are thought by some to be more treatable than adult sex offenders (4), 
but it is also believed that effectiveness depends on specialized assessment and treatment for 
sex offenses. While more than 225 adolescent sex offender treatment programs and services 
exist nationwide (7), none exist in Vermont. Without specialized treatment resources availa- 
ble, appropriate identification, assessment, and referral are less likely to occur; hence, the per- 
vasiveness of the adolescent sex offender problem is likely to be greatly underestimated. 

One study of incarcerated sex offenders found that 80% of the offenders reported being 
victims of sex abuse as children (5). Victim treatment may serve prevention goals by blocking 
the cycle of repetitive sexual victimization. However, while this is plausible, better studies 
utilizing well-selected control groups are needed to determine whether sex abusers of children 
are more likely than nonabusers to have been abuse victims themselves (6). Since all abused 
children do not become abusers, the ways in which victimization interacts with other factors 
to produce abusers needs to be determined (6}. 

Since many adult sex offenders began committing offenses during adolescence, interven- 
tion during the adolescent years might prevent the continuation of the behavior into the adult 
years. While there is not yet any clear evidence that the early identification/treatment strategy 
is effective, further examination of this possibility may make an important public health 
contribution. 
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Current Trends 





Update: Influenza Activity — United States 


Alaska: Alaska reported widespread outbreaks of influenza-like iliness for the weeks 
ending November 30, and December 7, 1985, and was the only state to report outbreaks for 
either week. Sixteen viruses isolated from patients involved in ongoing outbreaks throughout 
the state have been preliminarily identified as influenza type A(H3N2). 

Hawaii: influenza type A(H1N1) virus was isolated from a 7-year-old boy on the island of 
Oahu who had onset of iliness around November 20; no further cases have been detected. 

New York: influenza type A(H3N2) virus was isolated from an 11-year-old Rochester boy 
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with influenza-like illness. This case, with onset in mid-November, was the only one associat- 
ed with influenza virus, although the laboratory has identified respiratory syncytial virus from 
several recent cases of febrile respiratory iliness in children. 

Texas: Influenza type B virus was isolated from a 40-year-old Houston man with typical 
influenza-like iliness. The man had onset of illness November 14; no further cases have been 
detected. 

Reported by D Ritter, Northern Regional Laboratory, JP Middaugh, MD, State Epidemiologist, Div of Public 
Health, Alaska Dept of Health and Social Svcs; G Kobyashi, G Kunimoto, Virology Section, Laboratories 
Br, AP Liang, MD, State Epidemiologist, Hawaii Dept of Health; CB Hall, MD, University of Rochester 
Medical Center, DL Morse, MD, State Epidemiologist, New York State Dept of Health; Influenza Research 
Center, Baylor University School of Medicine, Houston, CE Alexander, MD, State Epidemiologist, Texas 


Dept of Health; Div of Field Svcs, Epidemiology Program Office, infiuenza Br, Div of Viral Diseases, 
Center for infectious Diseases, CDC. 


Editorial Note: The reports above document the current circulation in the United States of 
the three major types of influenza virus that have caused outbreaks in recent seasons. Availa- 
ble influenza vaccines include compenents representing each of these influenza types. Despite 


(Continued on page 747) 





TABLE |. Summary—cases of specified notifiable diseases, United States 





49th Week Ending Cumulative, 49th Week Ending 


Dec. 8, Median Dec. 7, Dec. 8, Median 
1984 1980-1984 1984 1980-1984 














Acquired ki ficrency Synd (AIDS) 110 N i 4.021 N 
Aseptic meningitrs 142 7,797 9,108 
Encephalitis: Prenary (arthropod-borne 
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Post-infectious 2 2 11 106 
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Hepatitis: Type A 
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TABLE Il. Notifiable diseases of low frequency, United States 
Cum 1985 
Anthrax - Leptospirosis 


Botulism Foodborne 
infant 








her 
Brucellosis (Mass. 1, Ale. 1, Calif. 1) 
Cholera 
Cong rubella syndr 
Congenital syphilis, ages < 1 year 
Oiphthena 





Typhus fever, flea-borne (endemic, murine) 














*Two of the 13 reported cases for this week were imported from a foreign country or can be directly traceable to a known internationally m- 
ported case within two generations 
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TABLE tI. Cases of specified notifiable diseases, United States, weeks ending 
December 7, 1985 and December 8, 1984 (49th Week) 





Aseptic Encephalitis 
Menin 
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Hepatitis (Viral), by type 
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31.466 32.768 
10.491 12,509 
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4.173 4,307 
19.153 18,922 

262 372 
747 944 
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TABLE III. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
Deceiaber 7, 1985 and December 8, 1984 (49th Week) 


Measies (Rubeoia) Menin- 
Indigenous imported * | Total | infections 


Cum Cum. | Cum Cum Cum Cum Cum Curn Cum 
1908 | Css 1985 | fps 1984] 1985 1908 | 1985 1905] Sous | Sass 1905 | os | Ss. 


UNITED STATES 11 2.238 2 444 2530 2,240 57 2.720 54 3.115 2 593 716 
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“For measies only, imported cases includes both out-of-state and international wmportations. 
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TABLE II!. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
December 7, 1985 and December 8, 1984 (49th Week) 
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TABLE IV. Deaths in 121 U.S. cities," week ending 
December 7, 1985 (49th Week) 





All Causes, By Age (Years) All Causes, By Age (Years) 
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* Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100.000 or 


more.A death 1s reported by the place of its occurrence and by the week “hat the death certificate was filed Fetal deaths are not included 
** Pneumonia and influenza 


t Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks 


ttTotal includes unknown 
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§ Data not available Figures are estimates based on average of past 4 weeks 
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the occurrence of type A(H3N2) outbreaks in Alaska, it is not possible to predict which in- 
fluenza virus type will be most active in the continental United States during the coming 
season or the level of activity that may occur. Health-care personnel should continue efforts 
to vaccinate persons in high-risk groups who have not yet received the 1985-1986 immuni- 
zation and continue their contingency planning for deploying the available antiviral agent, 
amantadine, in the event that outbreaks of type A influenza occur among their high-risk pa- 
tients. Particular attention should be given to the revised amantadine dosage recommenda- 
tions (100 mg/day) for persons aged 65 years and older (7 ). 

Reference 

1. ACIP. Prevention and control of influenza. MMWR 1985;34:261-8, 273-5. 


Epidemiologic Notes and Reports 





Bacteriologic Conversion of Sputum 
among Tuberculosis Patients — United States 


By the end of May 1985, information was available from 44 state health departments, the 
District of Columbia, Guam, Puerto Rico, and the Virgin Islands on bacteriologic conversion of 
sputum from positive to negative for 12,637 tuberculosis patients. All patients had begun 
treatment in 1983 for pulmonary tuberculosis and represented 73% of the total sputum- 
positive pulmonary tuberculosis cases reported during that year. Within 3 months of starting 
treatment, 54% had negative sputum. 

Within 6 months of beginning therapy, 10% of the patients had moved or died. Of the re- 
maining 11,410, 75% had converted to sputum negative; 18% had no follow-up sputum 
examination; 3% were lost to follow-up; and 4% were known to be sputum positive (Table 2). 
Fifteen state and territorial possessions reported that more than 90% of their patients had 
negative sputum within 6 months; four states reported that less than half of their patients 
were known to be sputum negative within 6 months (Table 3). 

During 1972-1983, the percentage of patients known to have converted to negative 


TABLE 2. Bacteriologic conversion of 12,637 sputum-positive patients — United States, 
1983 





Situation No. (%) 





Observation 
discontinued . (9.7) 


Patients 
observed for 6 mos. (90.3) 


Lost to follow-up 332 (2.9)t 


No follow-up 
examination 2,071 (18.2)? 


Known positive sputum 453 (4.0:t 


Sputum converted in 

6 mos. 8,554 (75.0)* 
“Consists of 812 patients who died and 415 patients who moved. 
tPercentage of patients observed for 6 months. 
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sputum within 6 months of treatment decreased from 88% to 75%. Patients for whom no 
sputum results were available 6 months after initiation of treatment increased from 6% to 
18%. The percentage known to have had positive sputum after 6 months of starting therapy 
has remained nearly constant at 4% during the 12-year period. From 1972 to 1981, the per- 
centage of patients lost to follow-up increased from 2% to 4%, but has since dropped to 3% 
(Figure 3) 

Reported by Div of Tuberculosis Control, Center for Prevention Svcs, CDC. 

Editorial Note: Examination of the sputum of patients with pulmonary tuberculosis at 2- to 
4-week intervals until conversion occurs is important for several reasons. It provides objective 
evidence of the patient's response to therapy. A delayed or absent response may result from 
patient noncompliance, drug-resistant organisms, prescription error, immunosuppression, or 
malabsorption of drugs. Failure to detect these problems early, and to adjust the chemothera- 
py regimen accordingly, may lead to treatment failure and potential transmission of tubercle 
bacilli to others in the community. Results can also be used to estimate the level of patient in- 
fectivity, which permits decisions concerning hospital isolation procedures, the need for su- 
pervised therapy, and the investigation and management of patient contacts (7,2). 

Periodic bacteriologic examinations are necessary for establishing the length of therapy 
for patients. CDC and the American Thoracic Society currently recommend that the patient 
receive isoniazid (INH) and rifampin (RIF) for at least 6 months beyond the time of conversion 
(the time of the first negative sputum results, after which there are no subsequent positive 
sputa) <r a minimum of 9 months total therapy, whichever is longer (3). An appropriate and a 
minimum length of treatment can be calculated for those patients for whom the date of con- 
version is known. 


TABLE 3. Bacteriologic conversion of sputum from tuberculosis patients, by state or ter- 


ritory — United States, 1983 





Did not convert in 6 mos. 
Patients with Convertedin Gmos. Positive No. sputum 
State positive sputum’ No. (%)  6thmo. 6th mo. 


Alabamat 375 366 (97.6) 
Alaska 32 27 (84.4) 
Arizona’ 31 28 (90.3) 
Arkansas q q q 
California8 847 611 (72.1) 
Colorado8 46 46 (100.0) 
Connecticut 91 42 (46.2) 
Delaware q q q 
District of Columbia 91 (79.1) 
Floridat 809 (89.1) 
Georgiat 446 (90.3) 
Guam 21 (91.3) 
Hawaiit 88 (90.7) 
idaho q q 
iinois 513 (61.0) 
indiana’ 32 (59.3) 
lowa 29 (85.3) 
Kansast 56 (100.0) 
Kentuckyt 313 (93.4) 
Louisianat 261 (66.2) 
Maine 14 (93.3) 
Marylandt 174 (84.5) 
Massachusetts 49 (51.0) 
Michigan 54 (76.1) 
Minnesotat 53 (71.6) 
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TABLE 3. Bacteriologic conversion of sputum from tuberculosis patients, by state or ter- 
ritory — United States, 1983 (Continued) 


749 





Did not convert in 6 mos. 
Patients with Convertedin Gmos. Positive No. sputum 
State positive sputum * No. (%) G6thmo. 6th mo. Lost 


Mississippi 266 235 (88.3) 12 17 
Missourit 244 155 (63.5) 7 73 
Montana q q q q 
Nebraskat 20 16 (80.0) e) 
Nevadat 25 15 (60.0) 5 
New Hampshire 3 0 (0.0) 3 
New Jerseyt 283 203 (71.7) 
New Mexicot 59 54 (91.5) 
New York8 110 630 (56.8) 
North Carolina 421 305 (72.4) 
North Dakota 8 7 (87.5) 
Ohiot 341 76 (22.3) 
Oklahomat 183 130 (77.0) 
Oregont 99 76 (76.8) 
Pennsylvaniat 499 429 (86.0) 
Puerto Rico 256 138 (53.9) 
Rhode Island q q q 
South Carolina 267 227 (85.0) 
South Dakota 28 27 (96.4) 
Tennesseet 394 349 (88.6) 
Texast 159 939 (81.0) 
Utah 29 28 (96.6) 
Vermont 3 3 (100.0) 
Virgin Islands 3 3 (100.0) 
Virginia8 217 203 (93.5) 
Washingtont 107 95 (88.8) 
West Virginia 75 58 (77.3) 
Wisconsint 76 30 (39.5) 
Wyoming q q q 
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Total 11,410 8,554 (75.0) 


“Observed for 6 months 





tRepresents data from more than one reporting area 
Data for less than entire state or for less than entire year. 

« y 

|No data available 


Among patients with uncomplicated pulmonary tuberculosis treated with INH- and RIF- 
containing regimens, virtually 100% become sputum negative within 6 months if they follow 
prescribed treatment regimens (4). Because the data reported here include patients treated 
with regimens other than INH and RIF, as well as patients with drug-resistant organisms or 
immune-compromising conditions, an overall national conversion rate of 100% within 6 
months is not a realistic goal. However, a goal of 95% sputum conversion within 6 months is 
realistic and was achieved by seven states and territorial possessions in 1983. 

The downward trend in the percentage of patients known to have become sputum nega- 
tive from 1972 through 1983 was accompanied by an increase in the percentage of patients 
lost to follow-up and for whom no sputum results were available. The number of patients 
from whom no sputum result was available includes patients the attending physician pre- 
sumed had converted, but from whom no specimen was obtained to document sputum nega- 
tivity. Data from four metropolitan-area health departments indicate that some nonhealth 
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department health-care providers either do not routinely obtain sputum specimens to monitor 
the patient's response to therapy or do not report bacteriologic results to the health 
department. 

Early in the course of treatment, patients with pulmonary tuberculosis should have sputum 
examinations performed every 2-4 weeks, until sputum negativity on two consecutive cul- 
tures is documented. Subsequently, it is not necessary to collect more specimens unless signs 
and/or symptoms suggest treatment failure or relapse. Without documenting that sputum cul- 
tures have become negative, neither the clinician nor the health department can verify a pa- 
tient’s noninfectious status. 
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FIGURE 3. Status of sputum-positive patients after 6 months of chemotherapy — United 
States, 1972-1983 
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Notice to Readers 





Seventh National Lesbian/Gay Health Conference; 
Fourth National AIDS Forum 


The Seventh National Lesbian/Gay Health Conference and Fourth National AIDS Forum will 
be held March 13-16, 1986, at George Washington University, Washington, D.C., sponsored 
by the National Lesbian and Gay Health Foundation, Inc.; CDC; the National Institute of Allergy 
and Infectious Diseases, the National Institute on Alcohol Abuse and Alcoholism, the National 
Institute on Drug Abuse, the National Institute of Mental Health, National institutes of Health; 
Alcohol, Drug Abuse, and Mental Health Administration; George Washington University Medi- 
cal School; the Center for Interdisciplinary Studies of Immunology at Georgetown University; 
Addiction Recovery Corporation; the Washington, D.C., AIDS Task Force; and the Whitman- 
Walker Clinic, Washington, D.C. 

The purpose of the meeting is to discuss developments in health-care delivery to lesbians 
and homosexual men; discussions will include acquired immunodeficiency syndrome (AIDS), 
addiction, and general lesbian and homosexual health concerns. Scientific papers and work- 
shop proposals are now being solicited. For further information and future announcements, 
contact: NLGHF Conference, P.O. Box 65472, Washington, D.C., 20035; telephone (202) 
797-3708. 


Availability of Revised Nosocomial Guidelines 


The following revised CDC Guidelines for the Prevention and Control of Nosocomial Infec- 
tions are now available for purchase from the National Technical Information Service: 


CDC Guideline for Handwashing and Stock No. PB85-923404 
Hospital Environmental Control, 1985 Price: Domestic $7.00° 
Foreign $14.00t 


CDC Guideline for Prevention Stock No. PB85-923403 
of Surgical Wound Infections, 1985 Price: Domestic $7.00° 
Foreign $1 4.00t 


These publications should be ordered by stock number, and check or money order sent to 
National Technical Information Service, U.S. Department of Commerce, 5285 Port Royal 
Road, Springfield, Virginia 22161; Telephone: (703) 487-4650 


*Add $3.00 for shipping and handling per total domestic order 
t add $4.00 for shipping and handling per total foreign order 
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FIGURE |. Reported measies cases — United States, weeks 45-48, 1985 
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